
CLINICAL PRIVILEGES – PATHOLOGIST
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INSTRUCTIONS

APPLICANT:  In Part I, enter Code 1, 2, or 4 in each REQUESTED block for every privilege listed.  This is to reflect current capability and should not consider any
known facility limitations.  Sign and date the form.  Forward the form to your Clinical Supervisor.  (Make all entries in ink.)

CLINICAL SUPERVISOR:  In Part I, using the facility master privileges list, enter Code 1, 2, 3, or 4 in each VERIFIED block in answer to each requested privilege.
In Part II, check appropriate block either to recommend approval, to recommend approval with modification, or to recommend disapproval.  Sign and date the form.
Forward the form to the Credentials Function.  (Make all entries in ink.)
CODES: 1.  Fully competent within defined scope of practice.  (Clinical oversight of some allied health providers is required as defined in AFI 44-119.)

2.  Supervision required.  (Unlicensed/uncertified or lacks current relevant clinical experience.)
3.  Not approved due to lack of facility support.  (Reference facility master privileges list.)
4.  Not requested/not approved due to lack of expertise or proficiency, or due to physical disability or limitation.

CHANGES:  Any change to a verified/approved privileges list must be made in accordance with AFI 44-119.

NAME OF APPLICANT (Last, First, Middle Initial)

          

NAME OF MEDICAL FACILITY

          

I.          LIST OF CLINICAL PRIVILEGES – PATHOLOGIST

 Requested   Verified  Requested   Verified

A.  AUTOPSY, NON-FORENSIC 4.  Hematology (continued)

    1.  Gross examination     a.  Coagulation interpretation

    2.  Microscopic examination     b.  Peripheral smear evaluation

    3.  Render autopsy diagnosis     c.  Bone marrow biopsy and aspirate interpretation

B.  AUTOPSY, FORENSIC     d.  Immunophenotyping interpretation

    1.  Unlimited     5.  Urinalysis

    2.  With OAFME or regional ME consultation     6.  Semen analysis

C.  SURGICAL PATHOLOGY     7.  Cytogenetics

    1.  Gross examination     8.  Molecular pathology

    2.  Microscopic examination     9.  Clinical microscopy

    3.  Render diagnosis     10.  General chemistry

    4.  Immunohistochemical stain diagnosis     11.  Special chemistry

    5.  Electron microscopic diagnosis     12.  Immunology and serology

D.  CYTOPATHOLOGY 13.  Microbiology

    1.  Process specimen     a.  Bacteriology

    2.  GYN Pap smear microscopic diagnosis     b.  TB/mycology

    3.  Non-GYN microscopic diagnosis     c.  Parasitology

E.  CLINICAL PATHOLOGY     d.  Virology

    1.  Laboratory administration and management     14.  Cell image analysis

    2.  Interdepartmental consultant service F.  CLINICAL PROCEDURES

3.  Transfusion medicine     1.  Perform bone marrow aspiration and biopsy

    a.  Transfusion service     2.  Perform non-radiologic fine needle aspiration biopsy

    b.  Donor service G.  OTHER  (Specify)

    c.  Donor apheresis     1.           

    d.  Therapeutic apheresis     2.           

SIGNATURE OF APPLICANT DATE
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CLINICAL PRIVILEGES – PATHOLOGIST (Continued)

II.                                                                               CLINICAL SUPERVISOR’S RECOMMENDATION

  RECOMMEND APPROVAL           RECOMMEND APPROVAL WITH MODIFICATION                           RECOMMEND DISAPPROVAL

                           (Specify below)                                                                                              (Specify below)

          
          
          
          
          
          
          
          
          
          
          
          
          
          
          
          

SIGNATURE OF CLINICAL SUPERVISOR   (Include typed, printed, or stamped signature block) DATE
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